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REPORT OF MEDICAL HISTORY

. LAST NAME-~FIRST NAME--MIDDLE NAME

2. SOCIAL SECURITY OR IDENTIFICATION MO,

.

3. HOME ARDRESS (No. stroet or RFD, city or town, State, and ZIP CODE)

4, POSITION (City, grade, component)

L&

. PURPOSE OF EXAMINATION

6. DATE OF EXAMINATION

7. EXAMINING FACILITY OR EXAMINER, AND ADDRESS
{Include ZIP Code)

8. STATEMENT OF EXAMINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Follow by description of past hlstory, if camplaint exists)

9. HAVE YOU EVER (Ploase check sach iHem)

10. DG YOU (Please check each jtem)

YES | NOJ (Check each Ifermn) YES{ NO (Chack each itemn)
Lived with anyans who had tuberculosis Wear glasses or contact lenses
Coughed up blond Have vislon in both eyes
Bled exceszively afier injury or tooth extraction Wear a hearing aid
Attempted suicids Stutter or starmmer habliually
Bsen a sleepwaiker Woar a brace or back support
11, HAVE YOU EVER HAD OR HAVE YQU NOW (Please chack at left of aach Ttemn) "
DON'T - COM'T DOMT
YES| MO [KMOWY {Check each itam) YES ND | KMNOw (Check each itam) ES| NO |EMOW {Chenk each itam)}
Scarlel fever, erysinzlas Cramps in your legs “Trick” ar leckad knoe
Rheumatic fever Freguant Indigestion Fool trouble
Swollen or painful joints Stemach, lives, or intastinal troubls Nauritis
Frequent or savers hoadache Gall bladder trouble or zallatones Paralysis (includs infantlia)
Dizziness or fainting spells Jaundice or hapatitls Epilepsy or fits
Eye tiouble Adveras ieaction to serum, druz, Car, train, soa or alr sickness o
Ear, nose, or throat troubls or medigine Fraquant troukle sleaping
Heartng loss Broken bones Dapression or excessive worry
Chronie or frequant ¢olds Turnor, growth, cyst, tancay Loss of mernory or amnesia
Savare tooth or gum trouble Rupture/hernia Narvous troubls of any sort
Sinusitis Piles or restal diseasse Periods of unconsciousness
Hay Fever Frequent or painful urination R
Hzad injury Bad weiting since age 12
Skin diseases Kidney stone ar Blosd in wrine
Thyroid troubla Sugar or albumin in uring
| Tubgreulosis VD—-Byphilis, gonosrhea, ate,
Asthma Racant galn or losz of weight
Shortness of breath Arthritis, Rheumatism, ar Bursitls
Paln or pressure In chest Bang, Joint or other deformlity
Chronic cough Lamensss
Palpitation or pounding heart Loss of fingar or tos 12, FEMALES OMLY: HAVE YOU EVER
Hear? troubla Palnful or **trick™ shouldar or sibow Batn troated for & famalae disordar
High or low blood prassurz Recurrent back pain Had = changs in menstrual pattam

13, WHAT I8 YOUR USUAL DCCUPRATION?

14, ARE YOU (Check ono)

D Right handsd

I:——:I Left handad

93-101



“+

YES| NO Ci-lE.Cl( EACH ITEM YES OR NO. EVlEhY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLAMNK SPACE ON RIGHT

158, Have you beon refused employrment or
been unable to hold a Job or stay in
schoe! because of:

A. Sensifivity to chemlicals, dust, sun-
light, elc.

-B. Inability to perforra certain motions,

C. Inabilty to assume certain positions.

reasons.)

D. Other medical reasons (¥ yes, give -

16. Have you aver baen treated for a mental
condition? (If yves, specify when, where,
and give details).

17, Have you ever been denied life insur-
ance? Sh‘ yos, siaie reason and give

details,

18. Have you had, or have gou been advised
to have, any operations?
and give age at which occurred.)

(If yee, daseribe

12, Have you ever been a patlent in any type
of hospitals? (If yes, specify when, where,
why, and name of doctor and complete
address of hospital.)

20, Have you ever had any illness or injury
other than those already noted? (if yes,
specify when, where, and give details.)

21, Have you consulted or been treated by

practitioners within the past 5§ years for
other than minor ilinesses? (IF yss, give
a complete address of doctor, hespital,
clinie, and dotalls.)

clinics, physicians, healers, or other -

22. Have you ever bzen rejected for military
service because of physical, mental, or
other reasons? (If yes, give date and
reason for rejection.}

23. Have you ever been dischargad from
milita sarvice begause of physical,
mental, or other reasons? (If yes, give
date, reazon, and fype of discharga:
whaother honorabie, other than honvrable,
for unfitness or wnsuitability.)

24. Havs you sver received, is there pending,
or have you appliad for pansion or
compensation for existing disability? (I
yes, spacify what kind, granted by whom,
and what amount, whan, why.)

| gertify that ! have reviswad the forezeing informetlon supplied by ma and that it Is true and completa to the hest of my knowledze,
| authorize any of the doctors, hospitals, or clinies mentioned above to furnish the Government a Somplete transcript of my medieal rezord for purposes

P . IO g e ¥ 5
ol EroGe s S M My ARt o oM TS e MOy meEn T or SeTvicey

TYPED OR PRINTED NAME OF EXAMINEE

SIGNATURE

NOTE: HAND TG THE DOCTOR OR NURSE, OR IF MAILED MARK ENVELOPE “TO BE DPENED BY MEDICAL OFFICER ONLY.”
25, Physician’s summary and elaboration of all pertinent data (Physician shall comment on all positive answers in iloms 9 through 24. Physician may
develop by interview any additional rnedical history he deesms Important, and record any significant findings hera.)

TYPED OR PRINTED NAME OF PHYZICIAN OR
EXAMIMER

DATE

SHGNATURE NUMBER OF
ATTACHED SHEETS
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